The Problem
The United States population is aging, which comes with a unique set of ongoing health care and social needs. To meet these needs and achieve the quadruple aim of health outcomes (i.e., enhancing patient experience, improving population health, reducing costs, and improving the work life of health care providers, including clinicians and staff), our health system must become more comprehensive, coordinated, and effective in improving patient safety and quality, especially in the context of an aging population (Bodenheimer & Sinsky, 2014) . Transformation efforts, such as the patient-centered medical home (PCMH) model, are promising for improved primary care; however, national and local definitions of PCMH have little or no focus on geriatric expertise, including advance care planning, functional status, or comprehensive assessments and interventions for older or medically-complex patients and their caregivers. In addition, the focus on individuals' goals are often not elicited and/or communicated among the many providers of care. The cumulative effect of this disconnect is that an older adult may receive conflicting recommendations, therapies, and approaches to care. For PCMHs to succeed in meeting their goals of improving patient safety and outcomes and lowering costs, they must address the unique needs of older adults.
Caring for older adults presents additional challenges for primary care practitioners. This group often makes up only 15% of a typical primary care practice, which may average 1800-2200 patients, and, although a small number of these older adults have a disproportionate share of chronic diseases, many will have multimorbidities (i.e., the coexistence of multiple chronic diseases or conditions). Twentysix percent of adults in the United States have multiple chronic conditions (MCC), with 66% being fee-for-service Medicare beneficiaries and 67% of Medicaid beneficiaries with disabilities having three or more conditions (Ward & Schiller, 2013; Center for Medicare and Medicaid Service, 2012) . In addition to being a challenge for clinical management, individuals with MCC account for 71% of the United States' health care costs and and 93% of Medicare expenditures (Agency for Healthcare and Research Quality , 2010) . In 2010, the top 15% of these high-cost, high-need Medicare patients drove 46% of total Medicare spending (Center for Medicare and Medicaid Service, 2012) .
Primary care practitioners face increasing challenges in managing the complex health needs of older adults with multiple chronic conditions (including dementia, substance abuse, and behavioral health challenges) and balancing the need to provide high-quality, person-centered care. Many of these patients have social determinant challenges that primary care practitioners and PCMHs are unable to meet and address. A 2011 survey by the Robert Wood Johnson Foundation of 1000 physicians (including 690 primary care physicians and 310 pediatricians) looked at the connection between social needs and good health and found:
• 85% of physicians surveyed say unmet social needs lead directly to worse health; • 85% say patients' social needs are as important to address as their medical conditions, especially (more than 9 in 10, or 95%) for patients in low-income, urban communities; • 76% would like the health care system to cover the costs associated with connecting patients to services that meet their social needs; and • 80% are not confident in their capacity to address their patients' social needs (Robert Wood Johnson Foundation, 2011) .
The consequences of meeting social determinant needs can not only impact patient and caregiver satisfaction with health care but can also negatively impact the quality of the care they receive. It is well-established that approximately 70-80% of health outcomes are driven by health behaviors and social determinants of health (see Figure 1 ; Tarlov, 1999) . Considering these increasing challenges, how can the United States' health system meet the challenging burden of this high-cost, high-need population? More importantly, how can primary care providers meet this challenge and integrate care for older adults into their system and/or practice? This sense of urgency to help PCMHs and other providers of care is ever more important given the unprecedented growth of older adults turning 65 every day because of the aging Baby Boomer generation and the accompanying rising costs of medical and long-term services and supports that will accompany this cohort as they age.
The Approach
Advanced primary care models, such as the PCMH, are powerful drivers for transforming primary care, but too often these models overlook opportunities to provide quality care to high-cost, high-need populations, especially older adults with complex conditions. It is no secret that there are barriers and gaps in the current care delivery to older adults.
The John A. Hartford Foundation Change AGEnts PCMH Network was formed in response to this need and charged with developing a roadmap outlining opportunities for PCMHs to recognize, facilitate, encourage, and ultimately provide quality care for older adults and their caregivers based on the older adult's goals, preferences, and values for care. The roadmap, Patient Centered Medical Homes and The Care of Older Adults, builds on evidence-based models of care and enhanced primary care delivery by focusing on the five foundational building blocks of PCMH (i.e., whole person care including patient empowerment and support: comprehensive care; care coordination and communication; accessible services and commitment to quality and safety).
Each older adult has different goals, preferences, and values for their care, which should be fundamentally incorporated in all aspects of the PMCH building blocks. Since most non-pediatric PCMHs are already providing care for older adults, the roadmap allows for layering of systems and interventions that will serve older adults and ultimately benefit the entire patient population. The roadmap proposes a set of PCMH standards that increase the likelihood of better outcomes for older adults while also framing how to achieve them. For each proposed standard, between three and six individual considerations are identified that meet both the PCMH goal and the needs of older adults. This approach seeks to support the overall success of primary care by reframing and establishing the value of caring for older adults within the foundational building blocks of PCMH and other advanced primary care models.
Whole person care is a central pillar of the roadmap, which ensures that an individual's goals, preferences, and values are factored into their individual care plan and that all care is aligned to them. Achieving whole person care requires developing health outcomes that matter to the individual and the inclusion of the individual's family and caregivers as active participants in the care team. To achieve this, it is essential that the individual is engaged in their ongoing care and that any care processes establish the individual as the central figure.
Whole person care is further enhanced by comprehensive care that is reliable and integrates medical care with both behavioral health and social determinants of health needs. Managing the care needs of complex older adults requires not only highly reliable systems of care that routinely screen and identify behavioral health and social needs but also systems of care that can meet these needs through existing practice-and community-based resources. The roadmap notes the special considerations and challenges for an aging population that include, but are not limited to: (1) mental and behavioral health; (2) cognitive changes; (3) multiple chronic conditions with increasing frailty and disability; (4) health care conflating with concerns around daily life, including housing, finances, transportation, social isolation, and elder safety; (5) advance care planning for serious illness and end-of-life care; (6) social support and other services needed; and (7) lack of access. The roadmap outlines opportunities and first steps that PCMHs can use to begin to address these issues in a realistic and timely manner; for example, working with other community agencies, caregiver resources, community-based longterm services, and supports such as Area Agencies on Aging and Aging and Disability Resource Centers for resources on care navigation and care management.
Care coordination and communication is integral to providing the right care, in the right place, at the right time, reliably across all care settings for the older adult. Providing care coordination and communication is a challenge with complex patients and, as such, requires actively engaging and communicating with family caregivers. Some of these approaches include education on prescription management, finding ways to involve the individual's personal physician in medical care, utilizing personal health coaches, offering group appointments, and working with community health workers. Again, the challenges, the opportunities, and possible first steps are succinctly outlined in the roadmap for ready use and implementation
In addition, community-based organizations are becoming increasingly involved in care coordination and communication within the PCMH since they are often involved in long-term services and supports (see Figure 2 , provided by the Administration on Community Living) such as meals on wheels, transportation, personal care needs, social supports, and care transitions. These have significant impacts on health outcomes and, when done correctly, can make the difference in keeping someone involved in the community, independent, and well.
The fourth topic area that is foundational for PCMHs involves patient empowerment and support. As noted, older adults often have multiple chronic conditions. The key to managing these conditions involves the individual making healthy choices, such as engaging in physical activity, practicing good nutrition, managing stress, not smoking, and avoiding overuse of alcohol or other substances. The engagement of the individual in their health outcomes is, in large part, what drives health outcomes. Evidence-based self-management strategies are approaches the PCMH can incorporate to improve health outcomes based on the individual goals and preferences. Evidencedbased self-management tools and services are highlighted in the roadmap since PCMH recognition by the National Committee on Quality Assurance has a requirement for patient self management (National Committee for Quality Assurance, Patient Centered Medical Home Recognition, 2017). In addition, shared decision-making and alternative ways of engaging individuals through group appointments and support groups can lead to codeveloped care goals based on preferences and values. There is mounting evidence that individuals with high degrees of activation and engagement have lower hospitalization rates, decreased risk of developing new diseases, better health outcomes, and lower costs of care (Hibbard et al., 2017) .
Ensuring access to care and providing this in challenging situations for older adults is the final fundamental principle that will promote the care that individuals want and need. Ultimately, this last area of focus involves ready access to care and the needs of an aging population. This section of the roadmap addresses meeting people where they are, which may include building the capacity to provide home visits and home assessments, access to health coaches, flexibility in visit designs, and using patient-facing and patientfriendly health information technology.
Community-based organizations are also important facilitators of health and are increasingly becoming important in meeting the needs of the whole person. Communitybased organizations have important roles in activating older adults, managing chronic conditions, preventing hospitalizations, and keeping people in the community and avoiding institutionalization through the provision of long-term service and solutions. The Administration for Community Living has been educating medical care providers and systems on the critical roles communitybased organizations will play in healthcare delivery system reform (see Figure 2) .
To meet the personal goals for care and the care needs of older adults, PCMHs will need to not only meet the clinical care needs of these individuals but have well-developed bridges and connections to access programs that provide older adults and their caregivers with supports in the community. This level of community integrative care within PCMHs will provide relevant resources for older adults and family caregivers facing complex needs to live with the dignity and independence they want to have, with health care needs met reliably and well, and with a sense of well-being and inclusion in personal relationships and in the community-and with sustainable costs for families and society at large.
Policy Impact
Policies have been developing over many years to encourage primary care practices to become a key foundation for improving the quality and cost-effectiveness of the care for older adults. This foundation is more pressing now than before given the continued growth of Medicare (and Medicaid) expenditures, which are unsustainable and risk cannibalizing other important discretionary governmental programs. The ever-rising cost of aggregate Medicare expenditures is placing an increasing burden on current and future taxpayers, as well as worsening the tenuous financial condition of a program that many older adults depend upon in their retirement. Medicare, which now accounts for about 15% of federal spending, is the fastest-growing program in the federal budget. In 2012, Medicare's spending reached $557 billion, and it is expected to nearly double in just 10 years, reaching over a trillion dollars by 2023 (Moffit & Senger, 2013) .
To stem this unsustainable rising expenditure of Medicare, one strategy is for primary care to emphasize prevention, wellness, and improved coordination and access to quality care among their older adult population. This is a central premise of the PCMH roadmap and it lays out what type of changes will need to happen in primary care practices to bend the Medicare cost curve while at the same time improving the quality of care for this population. The roadmap suggests approaches that will allow advanced PCMHs to benefit under the Medicare Access and CHIP Reauthorization Act of 2015 without putting themselves at risk of financial loss. To accelerate successful and sustainable PCMH transformation for the care of older adults, existing policies need to be leveraged and expanded to address the unique and often high-cost needs of the older adults they serve.
PCMHs are becoming one of the primary vehicles for driving change in primary care practices. Increasing numbers of these practices are developing the skills and organizational capacities to become certified by the National Committee for Quality Assurance, which has been a major influencer of the spread of this model (National Committee for Quality Assurance, Patient Centered Medical Home Recognition, 2017) . The five-year multi-payer CPC+ Initiative, led by the Center for Medicare and Medicaid Innovation, is another model of primary care transformation. This initiative provides primary care practices with payments for care management, along with ongoing technical assistance (Center for Medicare and Medicaid Services). For those primary care practices that are not PCMHs or involved in the CPC+ Initiative but are attempting to meet the standards of a medical home, the roadmap can help identify opportunities for improvement in the care delivery to older adults.
As previously noted, the Medicare Access and CHIP Reauthorization Act will change manner in which payment is made for primary care practices and most other medical care services in future. In fact, almost all medical providers payments are at risk starting in 2017. Given this new payment methodology based on value, primary care providers are in the process of changing their approach to practice. This represents a substantial change to primary care practices, since this focus on value-based care for older adults means that the goals of care are to improve function, prevention, and wellness of a population rather than increase the number of visits per day. This change in payment will require these primary care practice models, such as PCMHs and CPC+ practices, to avoid unnecessary utilization and costs for patients with complex conditions.
There is a need for policies that continue to enhance the ability of PCMHs to address the unique social needs of their high-cost, high-need populations. Policies that allow for reimbursement for long-term service and support needs of older adults, such as access to healthy food and transportation, personal care supplies and services, social engagement, and adequate age-friendly housing are just some of the opportunities to improve the health outcomes for older adults. Policy approaches that finance access for older adults to evidencebased self-management programs (i.e. chronic disease and diabetes self-management, fall prevention, healthy eating, or caregiver supports, just to mention a few) based on the individuals' and caregivers' goals, needs, and preferences will help PCMHs improve health outcomes for older adults.
In fact, there is one new community-based program that will now become available to Medicare beneficiaries at risk for developing diabetes mellitus. This is the first community evidenced-based program that will be a Medicare benefit as of January 1, 2018 (Albright, 2012) . Developed by the Center for Disease Control, the Diabetes Prevention Program is an evidence-based intervention for preventing type 2 diabetes. The Diabetes Prevention Program is a year-long program where people with prediabetes learn to make sustainable lifestyle changes (Center for Disease Control, Diabetes Prevention Program). It has been shown to reduce the risk of developing type 2 diabetes by 58% (70% for adults over 60; Knowler, et al., 2002) . It is delivered by trained and certified lifestyle coaches at local YMCAs, health care facilities, and other community settings throughout the U.S. Organizations offering the Diabetes Prevention Program must be formally recognized by the Center for Disease Control in order to be able to bill Medicare for this program.
This program provides one example of how policy changes can promote activating and engaging populations of patients with chronic diseases leading to the prevention and/or mitigation of illnesses through educational tools and materials. The PCMH will need further tools to help leverage their transformative work in their practices by improving prevention and wellness initiatives through increasing access to programs and supports that are known to improve healthy behaviors and health outcomes for older adults.
Conclusion
Addressing the unique needs of older adults can assist PCMHs in meeting their goals of improving patient safety and outcomes and lowering costs. Realizing these benefits for a high-cost, high-need population may not require starting from scratch, but layering in systems that will serve older adults and ultimately benefit the entire patient population. The roadmap developed by the John A. Hartford Foundation's Change AGEnts PCMH Network is a call to action for all primary care practices seeking to transform care delivery for older adults to improve health outcomes. By engaging in this transformation, the PMCH may help older adults and their caregivers live with the dignity and independence that meets their goals and preferences for care while also ensuring the achievement of the quadruple aim.
